i featment choices for patients 
= with asthma or COPD 


— Jo Riley 
Lead Nurse For Oxfordshire 


Respiratory Service 


= Short rt acting 5 agonists 


ara WM Whee do these fit in? 
= == = Short acting anticholinergics 
— Long acting anticholinergics 
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membrane 


Smooth muscle 


Mucous glands 


Adapted from Jeffery PK. Am J Respir Crit Care Med. 2001;164:S28-S38. 


Alins.on asthma Treatme 
20055 SS 


Jo Jayti ime symptoms 
NG ig ght. time waking due to asthma 
Nee Exar acerbations 

Nis =No activity limitation 

= = - Normal lung function (FEV1 >80%) 


> Minimal/no adverse effects for 
medication 


—— 


rogression of asthma therapy | 
. _ 
oe 


 Salbutamol 
_ ICStreatment  —_—_—_introduced_ 


AMD Combination 
products introduced 


Fixed Dose Combination 
products introduced 


eee... 


SS 1990 1995 
— = Launch of 
long-acting 
62 -agonists 


™ Bronchospasm Inflammation §§ Remodelling 


Inhaled short-acting {}, 
agonist as required 


Lise daily steroid tablet 
in lowest dose providing 


equabe control 
(Consider trials af: crn a haa 


« increasing inhaled steroid 


up to 2000 megiday* Kiaintain high dose inhaled 


1. Add inhaled long-acting steroid at 2OO0 megiday* 


: "addition of a fourth dru 
8, agonist (LABA) = 7 
Beet Eee e.g. leukobiene receptor 
antagonist, SR theophylline, 


2. Assess contrel of asthma: Corsider other treatnoents to 
. ered RET eer B. agonist tables sininee the use of steroicl 
BA- continue LAB 255 
- benetit fram LABA but 
central still inadequate Reter patient for specialist care 
- continue LAB ard 
increase inhaled steroid 
dose to 600 megiday" [if 
not already on this dose} 
“ne response to LARA 
sop LABA and increase 
inhaled steroid to 800 
recg? day." if contred 
shill inadequate. institute 
trial of other therapies. 
leukotriene receptor 
antagonist or FR 
theoohy line 


STEP 1 ri — 


Mild intermittent asthma 


Staoeginie jupitreatmen 


SOM pliance) with) existing Perenice 
WE standing 
infer technique 
€ trigger factors where possible 


Adults : ‘ 
Add inhaled steroid 200-800 


yoy" os 
400 mcg is an appropriate 
starting dose for many patients ee 


equabe control 
(Consider trials af: crn a haa 


« increasing inhaled steroid 


Start at dose of inhaled rie 2000 racy" jis ide ait 


silks 4 c addition of a fourth 
steroid appropriate to ee kclaeienatieecian 

‘ a = ixt. SR Ali Corsider other treatments to 
severity of disease. ees Sele | | minimize the ine af teenid 


tablets 


Inhaled short-acting 5. 
agonist as required i Reter patient for specialist care 


STEP 1 
— STEP 2 — 


Regular preventer therapy 


* BOP or equivalent 


Ip \tr DANCING Inhaled Steroids 


A\¢| Hf iS C es hildreny 


i ‘symptoms 3 times a week or more 
Waking at night once a week or more 


—e Gonsider in adults and children who have 
had an exacerbation requiring oral steroids 
in the last 2 years 


Wren Thaled steroid? —_— 


Bewloimetasone —eithier 
O)Velr (@00mcg — 400mcg daily in adults) or 

Clent ‘modulate (200mcg-800 mcg daily in adults) 
peetueso onide (200 — 800mcg daily in adults) 


= = Ful ticasone (100 — 400mcg daily in adults) 
Z ~ « Ciclesonide (160mcg daily in adults) 
- ~® Mometasone (400 — 800mcg daily in adults) 


1. Add inhaled long-acting 


Patients should start treatment at the step mast app B, agonist (LABA) 
initial severity of their asthma. Check concordance i| . oe ea . 
diagnosis if response to treatment is unexpecte| 2. ASSESS CONtrol of asthma: 


= good response to 
LABA - continue LABA stirisiearce x sulla 


7 benefit from LABA but lar ra Maintain high dose inhaled 
a a : a [tos 
control still inadequate of a fourth drug ere eee 


obiené recepior 


se daily steroid tablet 


Add inhaled sero - continue LABA and #5 theophylline Srtnicichendiphnrerten 

Inhaled short-acting 2 200 mcg isa see eee Mae sralede _ — 

RENAE poten tee ia res dase to 800 mceg/day* (if 

Start at dese af inh not already on this dose) 

sheredd appropriate 

severity of disease, *#no response to LABA 

- stop LABA and increase 
inhaled steroid to 800 
meg/ day.*If control 
still inadequate, institute 
trial of other therapies, 
leukotriene receptor 
antagonist or SR 
theophylline 


STEP 3 eine 


Initial add-on therapy 


Refer patient for specialist care 


Sj 


Initial add-on apy 


— _ 


ee 


choice as add-on therapy to inhaled steroids in adults 
ldren(5-12 years) is an inhaled long-acting beta, agonist 


—— 
* 
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¢| » LABA Should be considered before going above a dose 
1cg BDP or equivalent and certainly before going above 


Sz ~ Long-acting beta, agonists are effective at providing 
~___ ~~ ~—bronchodilation over a sustained period. They increase lung 


a 


——__ function, improve symptoms and reduce incidence of 
~ ~~ exacerbation 


e LABAs are not licensed as monotherapy in the treatment of 
asthma 


1. British Thoracic Society, Scottish Intercollegiate Guidelines Network. British 
Guideline on the Management of Asthma: A National Clinical Guideline. Revised 
Edition, 2008. 


Pea onists Sateich the Hisles: and it 
Sis important that patients take their 
= asthma medicine as prescribed to 
__ them. Patients should discuss any 

concerns regarding their asthma 
treatment with their doctor. Feb 
2008 


http: / /www.mhra.gov.uk/Safetyinformation/Gener 
alsafetyinformationandadvice/Product- 
specificinformationandadvice/ Asthma/index.htm 


Comoiireileysy inhalerseee _ 


SEouO 4.3.5, BIS 2006 

Lien 1S no difference in efficacy in giving 

IngaleG) steroid and long-acting 15, agonist in 

SONMMIAtiOn OF in separate inhalers” 

= Once a patient is on stable therapy, 

=~ — combination inhalers have the advantage of 

= _ guaranteeing that the long-acting (5, agonist is 

~~ ot taken without inhaled steroid” 

= “supported 4 Oxfordshire guidance in prescribing 
~ Points Bulletin Oxfordshire PCT Vol 17(1) 09 

May 2008” 
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DAD AVS) Cl d-combinations== 


Nogew cero) s0mcg) BD) 
or ‘al 6-24mcg BD 
tide 50 / 125 / 250mcg 2 BD 


mbicor 100/6 / 200/6 1-2 BD 


(1) 


GQ) Tl DP 


ji 


— 


LE 


GOAL 
Galining) Optimnel 


= 


'COr ondary Endpoints: 
7 “Cumulative proportion of patients achieving control in phase II 


—— Dose ose if ICS and time to required to achieved first guideline-defined 
, asthma week 


e Proportion of patients who achieved Total Control 
e Asthma Quality of Life Questionnaire 

e Rate of exacerbations 

e Morning predose FEV, 


Bateman et al. Am. J. Respir. Crit. Care Med 2004 170: 836-844. 


_ Study treatment _ 


| es 


Groups entered into a 4 
-week run-in 


tCombination inhalers are not normally licensed for the treatment of steroid naive patients 


Bateman et al. Am. J. Respir. Crit. Care Med 2004 170: 836-844. 


te 


ek control assessment 


eek control assessment 

rs SAL/FP 500 b.d. 
or FP 500 b.d. 
SAL/FP 250 b.d. 


[PPP PPPS PPP PPPOE ES 


: z or FP 250 b.d. 
= — —— = Seat 00-):.— >, ns — — ——-—-—-—--—-—-— 
— or FP 100 b.d. 
Week 
Visit —> 3 4 5 6 


Bateman et a/. Am. J. Respir. Crit. Care Med 2004 170: 836-844. 


Oral prednisolone + 
SAL/FP 500 b.d. 


‘ 


-FPPhasell = SAL/FPPhasell __ 
Phase | A —— 


*p<0.001 


Stratum 2 Stratum 3 
n=577 n=583 n=567 n=568 


Bateman et al. Am. J. Respir. Crit. Care Med 2004 170: 836-844. 


igeline Jefined control. a= 
Cirle Bach jeve sO : 


———”_ ee — 


— — 


2 To control (weeks. 


- 50% of patients 
FP Seretide 


ae 


7 2* 


(S3) 10 5* 


Bateman et a/. Am. J. Respir. Crit. Care Med 2004 170: 836-844. 


- Seretide Phase —_— 


73% 
69%* 
10 *p<0.001 
Stratum 2 (low dose ICS) Stratum 3 (moderate dose ICS) 
n=577 n=583 n=567 n=568 


Boushey H et a/. Abstract presented at the World Asthma Meeting, February 2004, Bangkok, Thailand. 


GOW\econclusions. << 


—— a —_—— 


-defined control is achievable and sustainable 
ificant proportion of patients 


its achieve Guideline-defined control with 
an with FP alone, at a lower ICS dose 


- j 


“e SAL/F P compared with FP, more patients can achieve 
a guide eline-defined control: 


= ~~ — Earlier 
= = With fewer exacerbations 


~~ = With more symptom free days 
_ ~~. = With more rescue free days 


— With a better quality of life 


Bateman et a/. Am. J. Respir. Crit. Care Med 2004 170: 836-844. 
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sym bicort “SMART 


= — Anew approach to asthma 
Management for some of your 
patients 


Whetis Symbicort SMART? 


Iie management Of persistent asthma with a 
Single inarellers 

AS HIOUN Maintenance and reliever medication 
= Adult patients (18 years and over) take 


= 


=~ adequate fixed maintenance dose, 


as needed 
e {he use of a separate reliever inhaler | 
required” T 

*A nf. ey rnhicort, SMAR..Simpl ities. .nanag e me nt 


NV ISSSYinwiGOrt® Suitable -_ 


foraboth maintenance and reliever = 
bigehapye =. 


— 


Losi) < aul piel oe “PS | =1616) ST 
Drolet ddilators are not all the same 


FOr terol has rapid bronchodilator 
acu Jit 


=z ~ =Faster than salmeterol? 


ee 


— 


— —= Similar to salbutamol 


® “e Symbicort relieves bronchoconstriction 
faster than Seretide? 


* Palmgvist et a/. Eur Respir J 1997; 
* Seberova E, Andersson A Respir. Med. 2000; 
* Palmavist M, et a/. Pulm Pharmacol Ther 2001 


~ 200/12ug 


400/12ug 800ug 


: 200/12ug | 800ug 200/12ug 
== = < — * 
—— 400/12ug 400/12ug 
PASS | 400/120 800/24ug  100/500ug 
2K >K 2K K 
Cosmos 400-800/12-2 100/200-1000 
BUD: budesonide; §: plus SABA en acer *: also LABA reliever medication; Hg 


** : dosage adjustable; Doses refer to total daily maintenance dose 


OVErKallCOnGlUSIONS Of SymbIGOK = 
SAP SUUGIES ~~ ee a 


UGIES ~ 


Syiioleore SMA eonsistarily raeltless tne reir) or savers 
AC AauUONS COMparea tO Other treatments 
High-dose ICS + as needed SABA! 22 
Fixed dose Symbicort + as needed SABA or LABA‘ 
tide + as needed SABA’ § 
rt SMART achieves this with 


== = fess ue 2 Of reliever medication? 23° 


7 — 
= 


== ower steroid load 224° 


— —— 


= riicor SMART is potentially more convenient than 
- _ multiple inhalers and is a significant therapeutic advance 
in the management of asthma 


a 


* Rabe et al, CHEST 2006 4. Rabe KF et al. Lancet 2006 
* Scicchitano et a/, Curr Med Res Opin 2004 5. Kuna et al. Int J Clin Pract 2007. 
* O'Byrne et a/, Am J Respir Crit Care Med 2005 6. Vogelmeier et a/. Eur Respir J 2005 


owt C prescribe Sy 
SMART _ 


—_— 
— 


ae! 


Tris Will depend { upon the Peery of eur of the 
igaivicuial patient : 


Fac iF = ae 
= == ’ 


Prine ry Care — The majority of patients will be 
=Wwe all controlled on: 
—— _e Symbicort 200/6, 1 inhalation bd plus as needed 


—=_ 


- =@ Percy care 
e Symbicort 200/6, 1 or 2 inhalations bd plus as needed 


Adults 


Patients should start treatment at the step mest appropriate to the 
initial severity of their asthena. Check concordance and reconsider 
diagnesis if response to treabent is unexpected|y poor. 


Add inhaled steroid PO]-500 
mcg'day™ 

{O00 retg i an appropriate 
starting dose for many patients 


Inhaled short-acting 5, 

agonist as required 
Start at dese of inhaled 
steredd appropriate to 
severity of disease. 


1. Add inhaled lomg- 


2. Assess contre of 


Consider trials of: 

# increasing inhaled steroid 
up to 2000 mcg/day* 

* addition of a fourth drug 
e.g. leukotriene receptor 
antagonist, SR theophylline, 
B, agonist tablet 


000 megiday* 
B, agenist (LABA) 


ther treatments 0 
he oe of steroid 


= good response t 
LABA - continue 
= benefit irom LA 
contral still imad 
- continue LAB A, 
increase inhaled 
dase to G00 meg 
nat already om th 
"eo response to | 
- op LABA ara i 
inhaled steroid 9 
rece? day." if oon 
shill inadequate, 
trial of other thei 
leukotriene rece 
antagonist or FR 
theoohy line 


mit for specialist care 


BOP or equivalent 


Persistent poor control 


Adults 
Use daily steroid tablet 


in lowest dose providing 
adequate control 


Patients should start treatment at the step mest appropriate to the 
initial severity of their asthena. Check concordance and reconsider 
diagnesis if response to treabent is unexpected|y poor. 


Maintain high dose inhaled 
steroid at 2000 mcg/day* 


= [recreasi 


1. Add inhaled long-acting ute 2) 


B, agenist (LABA) ™ addition 


: e.g lew 
Add inhaled steroid 700-800) 2. Assess contrel of asthma: antagoe 


magiday" " good response te z agon| Consider other treatments to 


400 rece & ana ne LABA - continue LABA - . . : 
ae ne eles fal emsied =n - benefit from LABA but minimise the use of steroid 
tablets 


Inhaled short-acting 5, 
agonist as required 


control still inadequate 
- continue LABA. are 
increase inhaled steroid 
dose to S00 megiday" [if 
nat already on this dose) 

"ne response to LARA 

- op LABA and increase 
inhaled steroid to 800 
recg? day." if conired 
shill inadequate, institute 
trial of other therapies. 
leukotriene receptor 
antagonist or FR 
theoohy line 


Start at dese of inhaled 
steredd appropriate to 
severity of disease. 


Refer patient for specialist care 


SYMPTOMS VE 


Continuous or frequent 
use of oral steroids 


Children age 5-12 yrs 


Patients should start treatment at the step most appropriate to the 
initial severity of their asthma. Check concordance and reconsider 
diagnosis if response to treatment is unexpectedly poor. 


Add inhaled steroid 200-400 
meg/day* (other preventer 
drug if inhaled steroid cannot 
Inhaled short-acting B, be used) 200 meg is an 
agonist as required appropriate starting dose for 
many patients 


Start at dose of inhaled 


steroid appropriate to 
severity of disease. 


Mild intermittent asthma 


SYMPTOMS 


. Add inhaled long-acting B, 


agonist (LABA) 


. Assess control of asthma: 


* good response to LABA 
= continue LABA 

* benefit from LABA but 
control still inadequate 
* continue LABA and 
increase inhaled steroid 
dose to 400 mcg/day* (if 
not already on this dose) 

* no response to LABA 
= stop LABA and increase 
inhaled steroid to 400 
mcg/ day.*If control 
still inadequate, institute 
trial of other therapies, 
leukotriene receptor 
antagonist or SR 
theophylline 


Initial add-on therapy 


Use daily steroid tablet 
in lowest dose providing 


adequate control 
Increase inhaled steroid up to a 


800 mcg/day* oo - 
Maintain high dose inhaled 


steroid at 800 mcg/day* 


Refer to respiratory 
paediatrician 


Continuous or frequent 
use of oral steroids 


Persistent poor control 


* BDP or equivalent 


TREATMENT 


Children Less than 5 yrs 


Patients should start treatment at the step most appropriate to the 
initial severity of their asthma. Check concordance and reconsider 


diagnosis if response to treatment is unexpectedly poor. 


Inhaled short-acting {, 
agonist as required 


Add inhaled steroid 200-400 
meg/day** 

or leukotriene receptor 
antagonist if inhaled steroid 
cannot be used. 


Start at dose of inhaled 
steroid appropriate to 
severity of disease. 


SYMPTOMS 


Refer to respiratory 
paediatrician. 


In those children taking 
inhaled steroids 200-400 
meg/day consider addition 
of leukotriene receptor 
antagonist. 


In those children taking 

a leukotriene receptor 
antagonist alone reconsider 
addition of an inhaled steroid 
200-400 mcg/day. 


In children under 2 years 
consider proceeding to step 
4. 


* BDP or equivalent 


t Higher nominal doses may be required if drug delivery is difficult 


TREATMENT 


i , 1 5 = .TM ; \ T 
iV _ : a\ P 
Asthma Control Test™ (AC 
iPeisey~oasu4 Weeks, HOW MUCH Of tls lime Gid your asinimaykeep you trom 
GeilinG as MUCH Gone av Work, SChool or at home? 


During ine past 4 Weeks, how often have foil nad) shortness 


of breath? a pe ie Se le DES 


ip 


WOSa GU far meterteor cariierthanusualin the morning? 


= ¢ — During he past 4 Weeks. how often have you used your rescue 
aie a= etaler or nebulizer medication (Such as ‘Sallouiteirno) ? 


Copyright 2002, QualityMetric Incorporated. 
Asthma Control Test Is a Trademark of QualityMetric Incorporated. 


Patient Total Score 


a ———— a - a _. ' u } 
SSPE SST SI ET a PS foe 
=~ British Guidel! on the | nac of A: staal — fim 
hort tected ar tach aahtiadalalasedchndancxtastcstcas _jmilcheicrin cman fs Pacrechemlnin bad = > 
fa Ss | 
af » 
‘¢ iio 


ASseosmMenignoyal College of 
Prysiciins of Loncdon wires c[tlesions 


; Applies to all patients with asthma aged 16 and over. 
» Only use after diagnosis has been established. 


feleyG diagnosis 


Tl OC) 


; pertve in Bhaled therapy 
= Access to pulmonary rehab 
=) Prevent and treat 

SS ecerbations 


_ © Multidisciplinary working 


5 


1. NICE 2004 
2. Pauwels RA et al. 2001. 


GC LC 


Prevent disease progression 
Relieve symptoms 

Improve exercise tolerance 
Improve health status 


Prevent and treat 
complications 


Prevent and treat 
exacerbations 


Reduce mortality 


MANAGEMENT OF STABLE COPD 


Patient with 
COPD 


Assess Symptoms/Problems 
Manage those that are present as below 


Patients with COPD should have access to the wide range of 
skills available from a multidisciplinary team 


Breathlessness| Frequent | Respiratory Cor Abnormal |} Chronic | Anxiety & 
& exercise j|exacerbations| failure | pulmonale BMI productive | depression 
limitation cough 


Palliative Care 


BREATHLESSNESS AND EXERCISE LIMITATION 
 — 


e Use short-acting bronchodilator prn (beta,-agonist or 
anticholinergic ) 


e If still symptomatic try combined therapy with a short-acting 


beta,-agonist and a short-acting anticholinergic 


e If still symptomatic use a long-acting bronchodilator (beta,-agonist 
or anticholinergic) 


¢ In moderate or severe COPD: 
If still symptomatic consider a trial of a combination of a long-acting 
beta,-agonist and inhaled corticosteroid. Discontinue if no benefit 
after 4 weeks 


Stop therapy if ineffective 


e If still symptomatic consider adding theophylline 


® Offer pulmonary rehabilitation to all patients who consider themselves 
functionally disabled (usually MRC grade 3 and above) 


® Consider referral for surgery: bullectomy, LVRS, transplantation 


———— 


— 


SS ——————— 


=_— 
— = 
= 

— 


ae” 


wil he. ee and severity of 
| xa cerbations 


~* Improve health status 
———— = = ~ e Improve exercise tolerance 


~ i 


Sle OTL-ACunG 
SI non acting 5, agonists (SABA) 


Short -acting anticholinergics 
For ng- acting 


= —Long-acting B, agonists (LABA) 


a 


= = 
=~ - 


~~ —Long-acting anticholinergics 
e minfialed corticosteriods (ICS) 
— Combination long acting 3, agonist / 
corticosteroids (LABA / ICS) 


: yt 0) ) be more active 
a ef quality of life 
I rovee health status 
= Re ‘at mortality 
= e Seduction in exacerbations 
e FEV,? 


— Would not expect to see improvements in 
FEV, over time 


benefits of prescribed 


response. by asking; 


“Has your 


sleep 
“Can you do some improved? 
“Has your things now that : 
treatment you couldn't do 
made a before, or the 


= difference to same things but “Is your 
Ff ES breathing 
easier in any 


PL 
“Can you do the same bleh 


things as before but are 
now less breathless when 
you do them?” 


°Also ask about an activity that they would like to be able to 
do more easily, and assess any difference after treatment 


1. Jones, P.W. (2001) Health status measurement in chronic obstructive pulmonary disease. Thorax 56, 880-887 


~~ = — 
Vanagement of s = 

ctlrie) Orlerloci eltor (elritleriolinercie or By 
: agonist) as’ heeded 

a 5 

If still symptomatic, try combining 
therapy with a short-acting 8, agonist 

and a short-acting anticholinergic 


= if still Piotomatic, use a long-acting bronchodilator 
—————— (anticholinergic and / or 8, agonist) 


=—— = In moderate or severe COPD: 


If still symptomatic, 2 or more exacerbations consider a 
combination of long-acting bronchodilators and inhaled 
corticosteroid 


NICE Clinical Guideline. Cuellll oh awe ptomatic.: Ghd sical. agding.£h eanhvlli A\ lees. care. 2004 


Sel ih tamol, terbutaline — 

Ot Qu fick Onset Of action 

In nl COPD can be used regularly in 

= addition to ‘as needed’ 

= ~— rst line treatment in newly 

== —~__ diagnosed COPD where 

- breathlessness is the presenting 
Symptom 


e ‘First aid’ treatment for breathlessness 
at all stages of the disease 


—— — 


—- 


salmeterol, Formoterol | 

Reduce need for short acting rescue 
ee) chodilators 

e nprove quality of life 

x ‘Mey improve symptoms 


— Sill 


— 


Oo 


= : = - 
LOri¢jxe ST ona 


BONN -aGuInG) B,.agonistses aunt 


Mion 2 hours 
Be © Saiimeterol has slower onset 


=————s 


== of action than formoterol 


— — Side effects, cautions and 
interactions: same as short- 
acting but may also cause 
hypertension; elevated 
Cardiac risk 


= 
Aritlenelintesce| less at a 


Inhit Ly bE critic ATTN FECETLOTS 


ae ee 


2 saps nervous system 


F Reduces contraction of airway 
ae Eemooth muscle (rather than 
—— = causing bronchodilation) 


5 — 


— * Reduce viscous mucus 


- ~~ _- secretions 


e Anticholinergic drugs act on 


in COPD, cholinergic tone contributes to airway 
narrowing (bronchoconstriction) and decreases 


cholinergic tone, the only the amount of air that can be exhaled (air trapping) 
reversible mechanism of COPD 


= 


Soracting-anticholinergics 


ipratropium bromide 
> Siiould be used four- 
= umes a day 
=e Usually given in 
— combination with 
Salbutamol 
e Non-selective binding to 
M, M,™M, receptors in the 
smootn muscle 
e (Combivent inhaler 
discontinued June 2008) 


tas —— 


Lonigeals : LING anticholnersieoe —_ 


T lotropiuin 18) mcg) dry 

SOWE, capsule 

o hiotropium 2.5 mcg soft 

= mist inhaler (Respimat) 

— == Works on the 
parasympathetic 
nervous system? 


1. Vincken,W. ef al. (2002) Improved health outcomes in patients with COPD during 1 yr's treatment with tiotropium. Eur Respir. J 19, 209-216 


Pe corticosteroids —_ 


— 


fa ross due: to) Severe -OPD 
( REV, <50% predicted) 


= 
: 


Reduice exacerbation rates 


prea ® Be Reduce rate of decline in health 
= = - related quality of life 


a 


55 ~ e All studies carried out on high dose 
e Long-term side effects 


inbaled - 
GONLICOS teroids i In 
combina tion with 
Dron cho) G dilators 


exact SS aions and slower 
a reduction in health status 

- Recommended If: 

~e FEV, <50% 
e 2 or more exacerbations in a 
year 

e Side effects: oral 

Candidiasis, hoarse voice, 


ral Vala alaniialalva| 


— — 


Corijesys ee ea n-COPDe _ 


eRecommended for use 
In exacerbation when 
there is insufficient 
response to increased 
bronchodilators 


eRegular use not 
recommended in COPD 

eNumerous side effects 
with long term use of 
Oral preparations 


. oa 


Combination inhalers 


yimibicort 40C Turbohaler and 

eretide 500 Accuhaler 

>R Peace exacerbation rates 
* Reduce breathlessness 
az ® Improve health status 
e Improve lung function 


Inhaled steroids not licensed for use 
in COPD except as combination 


——— 


—S _— 
Orell tne a 


ae in| mucus thus aiding expectoration. Reduce 
zz ~ exacerbations when they work 


‘Antidepressants 
— Screen all severe patients for depression and anxiety 


Whit ao we Know about 
inpnoving Survival in GOF 


SHORING i 2 


m oxygen therapy*" 


= Lune ee reduction surgery? 


_#,Can, pharmacotherapy..Jmprove. survival?® 


Chronic Conditions Thorax 2004, 3. Nocturnal Oxygen Therapy Trial Group. Ann Intern Med 1980, 4. MRC Working Party. Lancet 
1981., 5. Fishman et al. N Engl J Med 2003., 6. Celli BR. Predicting mortality in chronic obstructive pulmonary disease: chasing the 
“Holy Grail’. Am J Respir Crit Care Med 2006; 173: 1298-1299 


JORGE aitelle 


— = 
a =— 


Primary oe : 
jie enect of Seretide™ 500 Accuhaler™ vs control on 


é}| = “caus = e mortality Over 3 years In patients with 
oye ag -to-severe COPD 


= = noderate and severe exacerbations over 3 years 


= _— — The effect of Seretide™ 500 Accuhaler™ on health 
Status (SGRQ) over 3 years 


— Post-bronchodilator FEV, 


SGRQ = St. George’s Respiratory 
Questionnaire Vestbo et al. Eur Respir J 2004 


—_— 


— 


a 


flecley endpoints a 


easel 


Mbrality be anefits are woorent ii may 
He Of less ‘elevance if other endpoints are 
pou met 

= Thre Fe pilars of COPD management 

es = = Exacerbations 

=== ~ —Health status 

= — Lung function 


etide™ 1 500 +>. = = ™ shows sustained 
x = bxacer bat Hon reduction Over 3 years vs control 


id eS os 


-. “Sereeeit 5°) 5<-)-s\2°™ jmproves and sustains quality 
Fi over 3 years vs control 


— 


_e Patients feel better for longer on Sereude”’ 500 
“oes, ™™ (vs control) 


GSK Data on File SERTCODOF012 <50% FEV, 


~ i 


NEW TICENCE™ a —t 


—_ = a 
oo a = 
a at 


- bl - 
= Jes aes 
_ ey ~ 


ade" 500 Accuhaler™ Is now 
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Most patients can use inhalers given sufficient 
training 
Check inhaler technique regularly 
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